Introduction
Hospital-based psychiatric services in Ontario have greatly increased during the last ten years in line with the policy of locating psychiatric facilities within general hospitals where these serve a population in excess of 75,000. These general hospital psychiatric services have been operationally linked with the Provincial Psychiatric Hospitals which provide back-up services and also 'special' facilities for patients whose conditions cannot be treated in the psychiatric department of a general hospital.
The Mental Health Act of Ontario, 1967 (1) requires hospitals operating within the First Schedule of the Act (this includes most general hospitals which have departments of psychiatry and all the provincially operated hospitals) to provide five 'essential services': 1) inpatient services, 2) outpatient services, 3) day care services, 4) emergency services and 5) consultative and educational services to local agencies.
It is to be noted that 'day care', one of these five essential services, is available in many Ontario hospitals.
This paper attempts to clarify some of the issues concerned in the development of a program of 'Partial Hospitalization', of which 'day care' is the best known and at present most widely practised component. The administrative, clinical and financial features are reviewed, and it is concluded that there might be some fundamental contradictions in the present practice of admitting patients to the 'inpatient' sector which adversely affect clinical objectives. Also, by wider use of the term 'Partial Hospitalization' to cover every patient treated at a psychiatric unit, harmful contradictions and ambiguities in operation and purpose could be avoided. Canad. PSychiat. Ass. J. Vol. 16 (1971) In recent years the larger psychiatric hospitals have been directed less toward strengthening community ties than toward obtaining maximum therapeutic benefit for their inpatients, who receive 'total hospitalization' rather than 'Partial Hospitalization'.
Total hospitalization does not, of course, mean that the patient is not given adequate leave from the hospital at weekends or at other times, but such decisions are made at the discretion of the hospital staff and the family of the patient. Admission as an inpatient generally precludes meaningful community responsibilities.
The benefit to an inpatient (specific psychotherapy or physical treatments apart) comes from the organization within the hospital of a complex clinical and administrative union which establishes the 'therapeutic community' (6) . The concept of the therapeutic community within a hospital has great bearing on aspects crucial to the operation of Partial Hospitalization, so that some of the major theoretical and practical considerations are here discussed in more detail.
Therapeutic Community
Generally speaking, the 'therapeutic community' aims at organizing the therapeutic potential of selected patient groups into an environment or milieu designed in the first place to reinforce individual treatment procedures. It also has, as a secondary objective, the minimizing of the disadvantages inherent in any long stay in a psychiatric hospital, and was conceived initially to perform the latter function in hospitals which were impersonal and dehumanizing to the extent of generating a separate and additional 'neurosis' in the patient (1) . The former function of reinforcing individual treatment procedures is now considered to be paramount. This may be because, in Canada as well as in other parts of the Western World, large psychiatric hospitals no longer provide the major resource for initial treatment. For Vol. 16, No 3 example, in Ontario, the number of beds for acute psychiatric care located in general hospitals already exceeds beds designated for that purpose in provincial hospitals.
A therapeutic community may, therefore, be considered to be the modern hospital's attempt to modify its internal environment so that socially beneficial learning takes place during treatment. It is assumed that the internal milieu, usually with a group therapy approach, provides opportunity for the patient to identify with the healthier adaptive responses and behaviour of the group.
Studies of the subjective experiences and attitudes of patients during and immediately after psychiatric hospital admission have been undertaken (4), but these studies are few in number. It is the general experience of receiving staff that patients express feelings of vulnerability and fear during this time, especially if insight is retained to any extent. With heightened awareness of personal attitudes and unfavourable influences the patient may behave in a disturbed manner -the disturbance often resulting from compounded anxieties.
The procedures accompanying admission to a psychiatric hospital are always traumatic to the patient, whether informal, as in the majority of psychiatric units in general hospitals, or by 'certification' as is likely in admission to a provincial hospital.
Further, by adapting the technique of 'critical-path analysis' for the psychiatric patient population movements, it can be observed that it is during this phase that contradictions and ambiguities in treatment goals 'cluster'. For example admission procedures, with their social (and sometimes legal) imlications, place the patient in an ideal position to enter into a dependency situation with the hospital. However, soon after admission, the patient enters a milieu designed to lessen the possibilities of such dependency developing.
Is the process of admission, however informal, contradictory in purpose and also possibly lastingly harmful to the patient? In psychiatric services is it necessary to con-tinue to admit patients (designating them as inpatients) where such admission and patient categorization is, in fact', a legacy of a medical model?
In administrative priorities involving community, family, patient and hospital, the hospital should come last and the bonds between the community, family and patient never broken. The situation is even more critical when the admission is an emergency and involves a disturbed patient. The admission of such patients is often haphazardly organized, especially at night when the professional staff are few in number and the patient may be physically isolated in a side room.
If ambiguities and contradictions are increased by shortage of staff and suitable patient contacts during emergency admissions, conflicts within the patient are likely to be heightened at this time and to contribute to manifestly disturbed behaviour. At this stage the major tranquillizers given at night, are often administered in doses which greatly exceed those given to similar patients admitted during the day. Is this for the convenience of the staff or is it determined by the requirements of the patient's condition? Intensive care units in psychiatric hospitals which serve the major urban areas are long overdue. These need not involve much space or elaborate equipment but could take the form of small teams of carefully selected personnel on twenty-four hour duty, who specialize in emergency procedures.
Partial Hospitalization
Until comparatively recently the hospital has provided the only setting for psychiatric care, but during the past few decades psychiatry has been practised out of hospital to a greater extent (15) . During this time an increasing number of psychiatrists have recognized that even seriously disturbed psychiatric patients do not necessarily need full-time hospitalization. The period actually spent receiving structured therapy is usually less than eight hours out of the full day and therefore two-thirds of the patient's time is spent in non-structured milieu activity and sleep. There are, of course, emergency periods and special treatment procedures which require more specialized observation and staff participation but usually these are fairly short. All this requires expensive 'board and lodging', putting the patient's per diem rate on a cost-benefit basis far in excess of what it should be. Alternatively, it can be argued that patients profit from the social activities and the opportunities to reorganize their intrapersonal adaptive abilities, which only a hospital can provide, and that in any case many patients are currently receiving drug therapy which requires skilled observation of their responses. Against this latter seemingly valid proposition must be weighed the disadvantages of paucity of staff, and the separation for an initially indeterminate period from family and community.
One of the major aims in modern psychiatric patient care is to retain community and family links, yet the contract involved in admission of a patient is biased almost entirely to give the hospital responsibility, so that communities are excluded and family responsibility much reduced.
Although the patient may initially require twenty-four hour treatment he might improve sufficiently within the first three to seven days that this is no longer necessary. He then needs only to be in hospital to receive structured treatment, which is available only during the day. Recognition of this has led to the concept of 'day care', which is now an established choice available to the psychiatrist when he is programming his patient's treatment. The success of day care is a significant breakthrough in psychiatric treatment; for this reason it was included as an 'essential service' in the Ontario Mental Health Act, 1967, and it also forms a primary part of the services delivered by community mental health centres in the United States (14) . While in many hospitals day-care patients do join in the activities of inpatients, the milieu might be more rational if all patients were classified as 'partiallyhospitalized' irrespective of the time requirements for treatment in anyone day. Administrative considerations should be tailored to meet the psychologically-determined principles upon which patient care is based. Patients should not have to meet administrative requirements or those of cost-accounting when clinical factors require otherwise. Abolition of the term 'inpatient' would not preclude patients from spending twenty-four hours of anyone day in hospital when this is required, yet would encourage continuing community' attachment. Relatives would be put at a disadvantage if they expected by 'inpatient' admission to sever their responsibilities (i.e. 'dump' the patient), as sometimes happens. It may be that future generations will consider the inpatient status to be clumsy if not damaging when applied to psychiatric patients receiving hospital care.
These propositions do not necessarily apply where medico-legal considerations are involved, although much rethinking needs to be done in this specialized field (7) .
The expensive 'board and lodging' component of our psychiatric hospitals may account for as much as fifty per cent of the cost of patient treatment. Significant falls in psychiatric inpatient populations have occurred in many Provinces, especially in Ontario (12) . This has allowed the increasing number of first patient admissions to be accommodated without overcrowding, although there has been a significant rise in costs. At present, day care can be given in Ontario at aproximately one-third the cost of inpatient care.
Day Care Program
The technical definition adopted by the National Institute of Mental Health for the purposes of the Community Mental Health Centers Act, 1963, in the United States is of considerable interest. It states:
"A psychiatric day-night hospital is one having an organized staff whose primary purpose is to provide a planned program of milieu therapy and other treatment modalities. The service is designated for patients with mental or emotional disorders who spend part of the twenty-four hours of anyone day in the program. Medical responsibility for all patients is assumed by a psychiatrist, or, alternatively, the psychiatrist may act as a consultant to the staff on a regular basis.
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Under the latter arrangement, one of the following assumes professional responsibility for the program; -a physician, a psychiatric nurse, a psychologist or a social 'Worker."
This definition, carefully worded to fit the diverse requirements of the United States, also defines the purpose of partial hospitalization and indicates various professional roles to be assumed by all those who might contribute to anyone program. There are probably implicit indications that special skills will be required to create the desirable milieu and that there is need for specially trained staff to operate the centres. Further, the same intensity of care for psychiatric patients is rarely required throughout the entire day/night period, but can be concentrated into the period when the hospital is staffed most effectively, namely during the day.
A distinction needs to be made between day care and the operation of a day hospital. Day care is considered to be part of the total treatment period available within the context of 'Partial Hospitalization'. Day hospitals, the first of which in North America opened at the Allan Memorial Institute in Montreal in 1946 (2), are usually single purpose units without the back-up resources of night and weekend hospitalization necessarily being adjacent.
The essential feature of day care is that the patient returns to his home and family at night. Also significant is the separation from the traditional 'nursing unit' and that day care dispenses with the bed, with its territorial space and other features of the traditional inpatient unit. The sleeping quarters of a psychiatric hospital which operates as a therapeutic community, with patients involved in various treatment procedures during the day, becomes a warehouse of beds. This 'dead' space may occupy a considerable part of the hospital, thus limiting space for daytime activities. One way of dispensing with this wasteful space is to replace the orthodox fixed bed (derived from the Welsh -bedd = grave) by beds which retract into the wall during the day time. The extra cost of such beds would be easily offset by the saving of space, thereby eliminating the need for additional buildings for day-care areas.
Of course, those patients requiring physical treatment during the course of day care will need a rest area for recovery.
The type of organization which applies most appropriately to any day-care program will depend upon a number of factors. These include:
Location of the Unit
It is best for the day-care unit to be part of the psychiatric hospital or the general hospital psychiatric unit but it can be housed separately. If space limitations determine that the day-care facilities be located in the ward area of a psychiatric unit, then patients living at home will be involved with inpatients who may profit from the day-care milieu. Of course, such dual use of space requires careful patient selection.
The therapeutic community structured for patients receiving twenty-four hour inpatient care has different priorities from those for patients entering and leaving the hospital daily, although both categories may benefit from the joint use of recreational and catering facilities. During the latter phase of treatment ·the inpatient may use the daycare program with a view to continuing in it after his discharge. In this case the hospital bed serves only as a 'board and lodging' convenience.
As previously mentioned, the experience gained in many day-care units suggests that quite disturbed patients can be accommodated on a day-care basis only, providing they live near enough to the unit and the family or home situation is adequately supportive (14) . Because of the geographical factors operative in Ontario it has sometimes been necessary to accommodate day-care patients overnight in hospital. Wherever possible cheaper hostel or half-way house type of accommodation is desirable for patients.
Day care may be given in a facility separate from the hospital and form part of the services of independent community health-care agencies. The unstructured, non-medical facilities, such as 'drop-in' centres and 'street clinics', undoubtedly contribute some level of protective guidance for alienated young people who reject orthodox medical facilities. They can also act as valuable filtering agencies by directing those young people who may have severe emotional disorders to a psychiatrist identified with the project, and also direct clients who may suffer from concurrent physical illness to medical treatment centres.
Professional Staffing
The main challenge in the successful operation of day-care programs falls to the non-psychiatrists of the team. There are particular challenges for the psychiatric head nurse who may undertake family interviewing and case management liaison with her public health counterpart; it may well be that the division of nursing responsibilities between the hospital psychiatric nurse and the public health nurse will disappear when more even distribution of duties is achieved between hospital and community for both categories of professional personnel. Joint in-service training is urgently required.
Duration of Stay
Case conference review with relatives, friends or employer should form a carefully organized prelude to treatment when a patient enters day care. While the duration of stay in day care may depend upon the results of treatment at the unit social factors such as family attitudes and job availability are as important.
Staff. Attitudes
The attitude of the staff toward patients and also their own unity as a team are vital to the operation of a day unit. Two types of program are available; firstly, a more directive and structured milieu can be operative if the staff take the initiative. When daycare patients mix with inpatients the staff are required to perform dual functions and this more directive form of day care is most beneficial; secondly, a day-care unit can run on the lines of a day hospital, where staff/ patient interaction is less formal and patient initiatives are paramount. Careful selection of staff, especially of the head nurse, is essential to both these programs.
Design and Administration of Unit
Patients should not enter day care in a haphazard manner, but should be placed in treatment only after a therapeutic program for them has been organized. Each patient requires an area of about one hundred square feet which includes recreation space, a catering area and so on. Experience varies, but fifty places for a population of one hundred thousand (8) has been found practical in several cities in Ontario where patients live within ten miles or not more than a forty-five minute car journey:
For those patients who may become unsuitable for day care and require observation and treatment throughout the twenty-four hour period, a linkage system with an associated psychiatric unit which has provision for overnight stay can be provided. The limitation of patients driving themselves while receiving drug therapy is an important factor when considering suitability for day care.
Patient Categories
These fall into two broad groups. The first includes those who may require more intensive group therapy, individual therapy or family casework and are not suitable for outpatient referral alone. In the second category are patients currently receiving intensive treatment during the day as a final step toward discharge after a period of inpatient care.
The program requires sufficient numbers to allow for diversification of activities, recognizing that the intellectual potential (and functional impairment caused by the psychiatric disorder) will vary between patients.
Day care requires active co-operation of relatives and friends as the patient spends the major part of each day/night out of hospital. He is in the hospital during the time it is maximally staffed and also expensive 'board and lodging' provisions are not required. Therefore, on a cost-benefit basis, Vol. 16, No. 3 day care is one of the most economical forms of psychiatric treatment. This economy extends to space requirements, efficient use of staff and retention of community ties which shorten the rehabilitation period.
Other forms of 'Partial Hospitalization' (10) are now playing a valuable role. Evening care allows for treatment of a patient who is gainfully employed during the day and able to sleep at home.
The night hospital allows patients to work during the day in sheltered workshops or at their usual occupations and to return to the hospital at night, and in some areas it substitutes for the lack of a hostel or half-way house. It is also used during the last phases of inpatient care before the patient returns to the care of his own psychiatrist or general practitioner.
A 'weekend hospital' is made possible because space is vacated by patients who are able to go home for the weekend after inpatient treatment from Monday to Friday. Partial Hospitalization can be offered to persons who can work during the week but feel vulnerable and are 'at-risk' during the weekend. Also it can be used for those who require therapy only once a week, such as during the last phase of a depressive illness when inactivity and loneliness have considerable bearing on the safety of the patient.
Conclusion
The phases of 'Partial Hospitalization' described are particularly suitable for the very young and the aged (9) . The former group may need psychiatric care throughout their lives because adaptive learning, which goes to form the personality of the adult, is most significant in the form it takes in childhood ( 13) . It is essential, therefore, that these early learning experiences be healthy. Once learned, maturational acquisitions, as habits, are not apparently easily unlearned (3) .
During the last hundred years psychiatric care of patients has changed from almost complete institutionalization to a diversity of treatment forms. Changes of name in psychiatric administration, such as the 'open door' policy, the 'therapeutic community' and so on, have produced a leavening effect on staff, family and community attitudes toward people who are psychiatrically disordered.
The separate components of 'Partial Hospitalization' encompass the entire range of treatment resources available to patients, including those who have been admitted as 'inpatients'. Perhaps this latter term is really harmful and the more desirable term 'Partial Hospitalization' might well be substituted, with its explicit sharing of responsibilities between patient, family and community on the one side and the hospital on the other. Such benefits which might accrue are based on the sound principles that already apply to the philosophy of the therapeutic community and cannot, therefore, lightly be dismissed.
Summary
This paper discusses the ambiguities and contradictions which are revealed when a patient is totally hospitalized. The term 'Partial Hospitalization' is proposed as being more desirable, even though the patient may require twenty-four hour care at some time. Also discussed is the role of dependency relationships and how these are fostered by the present nomenclature.
The role of the Therapeutic Community approach, in attempting to minimize institutionalization, is proposed as contradictory though desirable for a patient who is placed in a dependency situation by administrative procedures which are probably now outdated.
The various phases of 'Partial Hospitalization' are discussed and its best known component, day care, is reviewed in detail.
The proposition is made that, as the separate components of 'Partial Hospitalization' cover all that is now provided by psychiatric hospitals, the term 'inpatient' should be dropped.
